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F 000 | INITIAL COMMENTS F OOD!
Abbrevialed surveys (KY#15417 & KY#15118) 1) The corrective acti
were conducted on 02/16/11-02/18/11. No found to h on taken for those
reguiatory violations were oiled refated to the o have been affected by the
alicgations. A deflciency was cited unrelated to deficient practice was: Per facility
the aflegation. , Abuse Poli \ )
, the re
F 226 | 483,13(c) DEVELOPAMPLMENT FRasl o e reauired agancies
as=p ! ABUSE/NEGLECT, ETC POLICIES ified of an injury of unknown -
origin 2/17/11.
The facllity must develop and implement written 2.) The corrective acti . )
policies and proceduras that prohibit T other red action taken to identify
mistrealment, neglect, and abuse of residents ;  Otherresidents being affected by the
and misapproptiation of residen! property, + same deficient practice was: The DON
‘ completed an audit of all “Unusual
' This REQUIREMENT s not met as evidenced . Oceurrence” reports received in the
e rd review and staff interviews it I past three months involving current
ged on record review a aft inte residents t [ i
[ was determined the facliity falled to implement ; s to ensure compliance with
| their policy and procedure regarding the reporting reporting requirements,
| of iniuri o :
of injuries of unknown origin to the appropriate 3.} The measures put into place to ensur
 state agancy for one resident (#3) in the selected the deficient practic 'dp ¢ i
sample of five. On 01/21/11, Resident #3 was ! P e does not recur !
found 1o have a bruise on the left hand, the fourth were; |
finger was swollen and the knuckle was red. An -—~Staff were in-serviced 2/17/11-
x-ray was oblained and It was determined 2/19/11 on the facili ) )
/" [ Resident #3 had a fracture al the base of the , € facility’s Abuse Policy
| phalanx of the fourth finger. Findings include: with speclal emphasis on immediately |
' | A reporting potential injuries to t !
| A raview of the facllity's Abuse policy and Charge Nurs Juries to the
: procedure, dated 08/10/10, revealed an injury e.
| should be classified as an “unknown source” ---The Administrator, DON and ADON
" when both of the following conditions are met. | were in-serviced 2/17 =
' (1) The source of the injury was not observed by | Polics it e /17/11 on the Abuse |
_any persoh or source cauld not be explained by | y with special emphasis on
. the resident. (2) 'th_a i_njury is suspicious bacause determining and reparting incidents of
| ’of. the extent of the injury or the location of the unknown orlgin,
injury or the numiber of injuries observed at one
particular point in time or the incldence of Injurles i
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athar safaguards provide aufficlant protaction lo the patlaniz. (Ses instructiona ) Excepl for nursing homes, the Aindings staled sbove are disclosable 90 days
following the date of survay whelher ot not & plan of correction I8 provided, For nursing homes, the above findings and plans of correclion are disclosable 14
deys followlng the date these documanis ara made avaliabls to he fachiy, ¥ defictancies are cited, an approved plan of correction is raquislite 10 continted
program pacicipalion,
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. o include Mik! Mental Retardation, Cersbral

| 4:25 AM, and interview with Licensed Praclica

i hand while providing care. CNA #8 reported it to

i 10:00 AM, ravealed a late enlry datad 01/21/11 at

over lime. Staff identifying an injury of unknown
origin will report it to he charge nurse or :
supervisor, They will raport It to the Administrator
or designse. The Administrator or designee will
report to the Adult Protective Services and Office
of inspector Ganeral as appropriate.

A record review revealed Resident #3 was
admitted to the facifity on 09/12/07 with diaghoses

Vascular Disease Left Homiparesis, Hypertansion
and Hyperlipldemia.

A review of the Nurse's Notes, dated 01/24/11 at

Nurse (LPN) #2 on 02/18/11 at 1:50 PM revesalad
CNA #8 observed bruising on Resident #3's left

LPN #2. LPN #2 assassed Resident #3's left
hand and observed the fourth finger was swollen |
and the Knuckle area was red. A fax was senl {o
the physician requesting an x-ray and an incident
report was fitled out and place in the Director of
Nursing's {DON) box,

A review of Nurse's Notes, dated 01/24/11 at
6:30 AM, which revealed Resident #3 had a ,{
fracture to the base of tha phalanx of the left

fourth finger,

Observation of Resident #3 on 02/18/11 at 1:20
PM ravealed the residant was in bed aslesp. A
whealchair was baside the bed with a cushioned
arm tray on the left armrest. (

interview with the DON and Administrator on
02/18/11 at 3:30 PM reveaied they did not repon
the injury of unknown origin bacause they felt they

4.) The facility pians to monitor its
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--:Charge nurses were in-serviced
3/7/11 & 3/8/11 on immediately
reporting all injuries of unknown origin
ta the Administrator,

-~The Admifistrator will review all
Unusual Occurrence reports during the
morning Department Head meeting to
ensure the deficient practice does not
recur.

-—The Administrator will report injuries
of unknown origin to the required
agencies and then, initiate the
investigation to determine the probabie

cause.

performance to ensure the solution is |
sustained by: The Administrator and
Social Service Director will complete
CQf form titied: “"Reporting Resident
Incidents” weekly for 4 weeks, then

quarterly,
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| The arm rest was at the same height as the edge

 realize they had to report an Injury if-the injury

had determined how the fracture had occurrad.
They stated the reslident's left hand rested on a
spacial arm rest on the resident's wheslchair,

of the dining room tables, They stated thay
determined the injury happened either by staff
bumping the residant's hand into the table or the
resident puiling the whealichalr forward with _
hissher good hand and banging hisfher hand into
the edge of the table. They stated they did not

was suspicious and the resident could not tell
them what happaned or someone had not seen
how the Injury oecurred, ,
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